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Introduction
Measurement of the effectiveness of contact tracing in the control of sexually transmitted disease is complicated by the difficulty of determining the individuals comprising the population to be investigated. The object of contact tracing is to ensure that all individuals who have had sexual contacts with infected persons seek examination and are treated if necessary. The base population is, therefore, clinic patients known to be infected. A Health Education Council (HEC) project, was begun in 1972 to establish criteria by which effectiveness can be assessed (Mills and Satin, 1976) .
A standard system for recording and handling information on the contacts of patients found to have venereal diseases was recommended and introduced to five clinics (Satin, 1977) . Information recorded by health workers at these clinics was collected and used to assess results of the contact investigations. This paper describes the patient and contact populations which were the subjects of investigation. It is followed by an evaluation of the outcome of the contact tracing investigations (Mills and Satin, 1978) .
Method
The data for this study were extracted from the information recorded by 12 health workers on the separate documents for patients and contacts which comprise the HEC record system. There was no attempt to evaluate the individual effectiveness of the health workers at the five clinics. Four of the clinics are located in London; the fifth is in Oxford* (Satin, 1977) .
The information recorded on the separate documents was coded and transferred to punch cards for analysis. The original records remained in the clinic of origin. For the analysis the computer program and computer time were kindly provided by the DHSS computer centre at New Court, Lincoln's Inn Fields.
The study population was divided into two categories: (1) those patients interviewed by health workers during the period from 1 January to 31 March 1975, and (2) the contacts (sexual partners) named by the patients interviewed. All patients had been diagnosed and found to have gonorrhoea or infectious syphilis, or both.
Results
The number of patients interviewed during the period at each clinic was compared with the number of cases of gonorrhoea and syphilis diagnosed during the same period and reported to the DHSS. Table 6 shows differences between the sexes by
age.
An analysis of age and sexual orientation of male patients was carried out. More heterosexual patients were shown to be infected at an earlier age than homosexual ones, and this finding was consistent for all five clinics. The pattern was found also in those clinics with the highest proportion of male homosexual patients. Of the 222 male homosexuals, six were under the age of 18, and 25 under the age of 21 years. (Table 2 ) reflects the actual number of contacts. The recorded number of contacts is almost certainly an underestimate of the actual contact population. Health workers taking part in this study questioned the instruction to record contact information identifying contacts whom they presumed would be untraceable. It is important to record even the slightest information about each contact in order to arrive at a more accurate estimate of the size of the infected population, indeed, some contacts initially assessed as untraceable subsequently attend a clinic. It was not possible to determine whether the differences between clinic location, clinic opening times, and extent of the catchment area served by each clinic influenced the number of contacts named. Table 4 reveals differences between the five clinics in the sexual orientation of the patients. The finding that a markedly higher proportion of patients were male homosexuals at UCH and JPH agrees with the findings of the British Cooperative Clinical Group (1973) who found that more homosexually acquired infections were treated in London's West End clinics than in other clinics inside or outside London. Table 5 shows that the index for male patients naming male partners was consistently higher than the index for those naming female contacts. This was true for each clinic, although it is interesting to note that the lowest contact index was found in the clinic Ann Satin and Angela Mills with the highest proportion of male homosexual patients. In three clinics, males named more female contacts than females named males. At St Giles males and females named about equal numbers and, at the Radcliffe, females named rather more male contacts than males did females. Interpretation of these findings presents problems as it is not possible to determine at the present time whether the variation in indices between clinics is owing to differences in clinic populations, differences in interviewing skill or approach among health workers themselves, or differences in approach of other clinic staff, or to a combination of factors.
Women patients were found to be infected at an earlier age than men, and fewer women were in the older age groups. These findings are strikingly similar to those cited in the report of the Chief Medical Officer (Department of Health and Social Security, 1975 
